INTRODUCTION {#rjw213s1}
============

Mesothelial inclusion cyst is a rare tumour attached to the serosal surface of the visceral organs. It was initially thought to be cystic lymphangioma; however, electron microscopic examinations showed they originated from mesothelial cells \[[@rjw213C1]\]. Immunohistochemical markers such as calretinin also distinguish mesotheliomas from lymphangiomas. Whilst most mesothelial cyst reports are single cases, one study examining 37 cases found 84% presented in women of reproductive age with the remainder of either sex and of all ages \[[@rjw213C2]\]. The same report also noted that cysts were more frequently detected in patients who had previously had abdominal surgery or pelvic inflammation. We present an unusual case of a male patient who presented with acute appendicitis and an incidental mesothelial inclusion cyst.

CASE REPORT {#rjw213s2}
===========

A 51-year-old gentleman of African background presented with 4 days of constipation. He complained of right-sided, colicky abdominal pain without other constitutional symptoms. On examination he was stable and afebrile, with right iliac fossa tenderness but no guarding or signs of generalized peritonitis. A computed tomography (CT) abdomen revealed a large cystic mass initially thought to be an appendiceal mucocele (Fig. [1](#rjw213F1){ref-type="fig"}). Figure 1:CT abdomen showing the cystic mass (coronal view).

A laparotomy was performed to avoid rupturing the cyst due to the suspicion of the cystic mass being an appendiceal mucocele. Findings were of a very large (25 × 10 × 10 cm) clear fluid filled sac associated with the ascending colon, a necrotic lymph node in the mesentery and acute appendicitis (Fig. [2](#rjw213F2){ref-type="fig"}). The differential diagnosis included a duplication cyst or cystic tuberculosis. An ileocolic resection was performed en bloc encompassing the cyst, appendix and mesentery. Our technique was lateral to medial mobilization, resection (Fig. [3](#rjw213F3){ref-type="fig"}) was performed with a 3.5 mm depth linear stapler and continuity established by side to side single layer hand sewn 3/0 polydioxanone ileocolic anastomosis. The patient recovered uneventfully and was discharged post-operative Day 3. Figure 2:Cyst in view connected to ascending colon. Figure 3:Right hemicolectomy performed.

Histology revealed an inclusion mesothelial cyst lined by a single flattened layer of cells with bland ovoid to flattened nuclei and the cyst wall consisted of fibrous connective tissue. The cyst was confirmed as mesothelial by positive immunohistochemical reactions using cytokeratin-, AE1/3-, WT1- and calretinin-specific antibodies. Appendix histology revealed acute suppurative appendicitis containing an inflamed, perforated appendicular diverticulum.

The patient was well on initial follow-up. Four months postoperatively he complained of mild per rectal bleeding, but subsequent colonoscopy was normal with a well-healed anastomosis. On the annual follow-up, he is asymptomatic with no recurrent cystic tumour at 2 years.

DISCUSSION {#rjw213s3}
==========

Patients with mesothelial inclusion cysts usually present with a wide range of symptoms, including increasing abdominal girth, unspecific abdominal pain, nausea and vomiting \[[@rjw213C3]\]. Differential diagnoses to consider include: appendicitis, diverticulitis, Meckel\'s diverticulum, duplication cyst or cystic neoplasms \[[@rjw213C4]\]. CT scans and ultrasound visualize the lesion but do not differentiate from other intra-abdominal pathologies \[[@rjw213C5]\].

A paper by Lee in 2012 suggested that a laparoscopic approach proved to be superior to laparotomy and reduced length of stay, blood loss and complication rate. However, generally the risk of cyst rupture is higher in a laparoscopic approach than in an open approach \[[@rjw213C6]\]. As cystadenocarcinoma is a differential for cystic neoplasms of the appendix, rupture of any undifferentiated cyst associated with the appendix may place a patient at risk of *pseudomyxoma peritonei* \[[@rjw213C7]\]. Therefore, whilst laparoscopy may reduce early morbidity, a low threshold for conversion to open to facilitate safe dissection and avoid cyst rupture should be employed.

Mesothelial inclusion cysts were considered benign with excellent prognosis \[[@rjw213C8]\]. However, there is a high rate of recurrence, with an average of 32 months, and reports of neoplastic changes in this tumour. Whilst surgical intervention is considered the best approach for complete removal of cysts, recent studies advocate additional intraperitoneal chemotherapy to reduce recurrence but these remain preliminary, involving only a few patients \[[@rjw213C9]\]. If a cyst suggestive of a mesothelial cyst is found incidentally on imaging in an asymptomatic patient, suggested management would be for complete surgical excision and removal due to the small risk of malignancy as well as to exclude other differential diagnosis \[[@rjw213C8]\].

In conclusion, mesothelial inclusion cysts remain a rare intra-abdominal pathology. We suggest that a safe approach is total en bloc resection, keeping the cyst intact whether this is performed laparoscopically or through open approach, and lifelong follow-up to check for recurrence and/or neoplastic transformation.
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